Numerous medications have been associated to the development of priapism as an adverse reaction, the most common are intracavernosal vasoactive agents, antipsychotics and antidepressants. Alpha blockers, in particular tamsulosin which is widely used in different urological conditions, has been associated to priapism in only few case reports. We present the case of a healthy 45-year-old man who medicated himself with two doses of 0.4 mg of tamsulosin due to a renal colic with spontaneous passage of a 3 mm stone. Eight hours after the second tamsulosin dose the patient developed a persistent painful erection not associated to sexual stimulation that lasted for 6 hours. He was admitted to the emergency room, and after history taking and physical evaluation the diagnosis of ischemic priapism was made. The patient denied consumption of any other medication or drug during the last month, blood tests in particular hemogram were normal and no recent history of pelvic trauma was reported. To achieve detumescence, five boluses of 200 mcg of phenylephrine were injected directly in the corpora cavernosa, no further procedures were needed. In the follow-up the patient had no new priapism episodes and he reported no problems with erections in sexual intercourse. Tamsulosin is one of most indicated medications in urological general practice; though priapism has been rarely associated to its consumption the risk of this side effect exists, suggesting that patients should be counselled about it.
can also develop as a side effect of different medications and drugs, being the most common vasoactive intracavernosal injections, psychotropic medications and recreational drugs (i.e. alcohol, cocaine) (2) . Alpha-blockers such as prazosin, terazosin and doxazosin have also been reported as an etiology of priapism. Tamsulosin, an alpha 1a blocker, has rarely been related to priapism; however, is one of the most indicated medications in general urological practice being the first therapeutic line for the management of benign prostatic hyperplasia (3) and treatment of distal ureteral stones (4) . The objective of this case report is to present a case of tamsulosin induced ischemic priapism.
CASE PRESENTATION
A healthy 45-year-old man with history of one renal colic episode with spontaneous stone elimination 12 months earlier, develops forty-eight hours before consultation a colic left flank pain and lower urinary tract symptoms, in particular urgency and increased urinary frequency, with no fever or macroscopic hematuria. The patient interpreted himself as developing a new renal colic episode so auto-medicated with ketorolac 10 mg three times a day and tamsulosin 0.4 mg once a day. The patient had no history of diabetes, hypertension, neurologic diseases, hematologic disease or any type of drug consumption or abuse. Thirty-six hours after the first symptoms and after two doses of tamsulosin the patient spontaneously eliminated a 3 mm stone with no other incidents. The night before consultation approximately eight hours after stone elimination the patient woke up at 6 AM with his usual morning erection, he urinated with no difficulties but the erection persisted during the following 5 hours without any sexual stimulation at that time or the night before. The patient tried to achieve detumescence by walking and local ice application with no success at home. He was admitted at noon with already six hours of a constant, painful and unrelated to sexual stimuli erection. At admission, the patient was evaluated by the emergency room physician, who collected a completed medical history excluding consumption of drugs (cocaine, marijuana), antidepressants, antipsychotics, narcotics, intracavernosal injection of vaso-active agents, phosphodiesterase 5 inhibitors, or any other substance associated
INTRODUCTION
Priapism is defined has a prolonged painful erection lasting for more than 4 hours in the absence of sexual stimulation and remaining despite orgasm (1). The three main subtypes are ischemic, non-ischemic and stuttering, being ischemic priapism the most common form, characterized by absence of intracavernous arterial inflow. The incidence of priapism in the general population is low (0.5-0.9 cases per 100,000 person-years); however, it is considered a medical emergency and should be treated promptly to avoid further complications, in particular corporal fibrosis and erectile dysfunction. Although a specific etiology cannot be found in up to one-third of the cases of ischemic priapism, defined conditions such as blood dyscrasias and neurological disorders have been associated to its development. Priapism with priapism risk. The patient had no history of pelvic trauma either major or minor. The only drugs the patient had consumed in the last 48 hours were five 10 mg separated doses of ketorolac and two 0.4 mg doses of tamsulosin. He had a visual analog visual for pain (range 0-10) of 7 secondary to the painful erection. At admission the physical examination showed: temperature 36,6°C, pulse 84/minute, respiratory rate 18/minute and blood pressure 137/88. Heart, lung, abdominal and neurologic examination were normal. Genital examination revealed no skin lesions, painless testicular examination with normal volume and a complete painful rigid erection with no tumescence of the glans. A urine analysis revealed microscopic hematuria with no other pathological signs, urine culture developed no bacterial growth 48 hours later, and hemogram was normal with no signs of hematologic disease. After evaluation, a consultation for urologic evaluation was asked. After history taking and physical evaluation, the urologist confirmed the diagnosis of ischemic priapism. To achieve detumescence, after administration of local anesthesia to the base of the penile shaft and while monitoring the heart rate and blood pressure of the patient, boluses of 200 microgram phenylephrine in a two milliliter solution were injected directly in the corpora cavernosa. After five boluses (1000 micrograms) and 20 minutes, detumescence was achieved. No further procedures were needed. The patient was send home with the indication to avoid tamsulosin intake and sexual intercourse for the next seven days. In the follow-up the patient had no new priapism episodes and reported no problems with erections and sexual intercourse.
DISCUSSION
Adverse events to different type of medications is one of the most important causes of priapism. The most common drugs involved in priapism development are vasoactive intracavernosal injections, anti-psychotics, antidepressants, cocaine, alcohol (Table 1 ). There are few published reports associating the consumption of alphablockers to the development of priapism, in particular tamsulosin. In a previous systematic review, 13 articles reported a cause-effect relation, among which only three cases were secondary to tamsulosin (5) . In one of those cases, tamsulosin was associated to a partial thrombosis of the corpora cavernosa (6) , and in a second case the association of tamsulosin to a drug (Boceprevir-CYP3A4) that inhibits its degradation triggered a priapism episode (7) . When analyzing our case, we were not able to find any other etiology of priapism in our patient. He was healthy, with no hematological or neurologic diseases, and the only two medications he had consumed in the last 48 hours were ketorolac and tamsulosin. There are no reports in the literature associating ketorolac with the development of priapism. As an alpha-blocker tamsulosin would interfere with the detumescence mechanism that is mediated by adrenaline and nor-adrenaline acting on alpha-adrenergic receptors in the corpora cavernosa. Considering the previous case-reports and ours, it seems that the development of priapism would be independent of the number tamsulosin doses.
Even though, tamsulosin related priapism has been rarely reported; the association is relevant considering that this medication is commonly prescribed by urologists to treat benign prostatic hyperplasia, which is an extremely frequent condition in general population. When prescribing tamsulosin, priapism is almost never mentioned as a potential side-effect, questionable our report together with previous ones suggest that patients should be counselled.
CONCLUSIONS
Tamsulosin is one of most prescribed medications in urological practice, even though priapism has been rarely associated to its consumption, the risk exists, suggesting that patients should be counselled about it.
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